MISSOURI DIVISION OF HEALTH — STANDARD; CERHFICATE OF DEATH 63044159

DEFARTMENT OF PUBLIC HEALTH AND WELFARE i STATE FILE NUMBER
Registration District No. ———-—M A_.Pr(lgnary Registration District No. __l__o _°_.J.—_leginur‘l Mo. ____m

I E O NV 2 T TOR3 : -

PLAC OF DEA'I' N bl 2. USUAL RESIDENCE (Whero deceased lived. It institution: Residence before
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HOSPITAL OR ADDRESS
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Conditions, if any, DUE TO (b) HIPOWT-FMIA

which gave rise to
above cause (a),
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PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal PART IIl. If deceased was female was
disease condition given in PART 1 (a) thare a pregnancy ln laat 90 days.
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20¢. TIME OF Hour Month, Day, Year
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20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK ] farm, factory, sireer, office bldg., etc.}
NOT WHILE AT WORK [

21. Villstanded tho decessed fromAllG!JST_23,_1963_, m_MOJEEEBEB,_L,_L%B l,(/g/\/ sz /.A/J/_

Death occurjed at 11300 BL_m on the date stated sbove, and 1o the best of my knowledge, from the cauzes stated.
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REM pec . . .
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4. FUNERAL DIRECTOR . . 25. DATE RECD. BY LOCAL REG. 26, REGJSTRAR’S SIGNATUR, . *
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[Licensed Embalmer’s Statement on Reverss Side}

19. WAS AUTOPSY { 20a. ACCIDENT SUICDIDE HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART 1 or PART Il of item 18.)
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TYPEWRITER RIBBON
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ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by-mae,»

or by Student Embalmer No.

working under my personal supervision. J
Student Signe M AQ -é:'%”\/

Signature of Student Embalmer
Licensed Embalmer No. y?{y

: I P."O. Address /(C' Z2co-

i HA

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of license). .
If émbalmed by a STUDENT, he also shall sign in his OWN handwnhng
* If this bedy is not embalmed, fac should be 50 staled ,‘q_boye. .




